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EXPECTATION/OUTCOME FOR SOP

Documentation Standards

« HCS—quidelines in Chapter 24 of the HCS
Long Term (LTC) Manual

 DDA—quidelines in Policy 9.13
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Comprehensive Assessment Reporting
and Evaluation (CARE)

Computerized client assessment

Triggers Skin Observation Protocol

Mandatory Assessment
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CASE MANAGERS RESPONSIBILITY

* |dentified in CARE

e SOP triggered

* Requires referral for SOP and include all the other
triggered referrals

* Document in CARE referral process

* Case Manager determines appropriate provider

* Nurse Delegator
 AAA
* Nursing agency
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NURSE DELEGATORS RESPONSIBILITY
* Accept referral—time frame (DDA-HCS)

CM SEND REFERRAL FORM IN 2 CM SEND REFERRAL FORM IN 2
BUSINESS DAYS BUSINESS DAYS

48 HOURS RESPOND TO REFERRAL RND HAS 1 DAY TO ACCEPT AND 2
DAYS SCHEDULE VISIT

5 DAYS RETURN DOCUMENTATION 5 DAYS RETURN DOCUMENTATION
TO CASE MANAGER TO CASE MANAGER

ON SITE VISIT AND DIRECT OBSERVATION REQUIRED
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RND RESPONSIBILITIES

e Review CARE and document

* Review current treatment and who authorized plan
* Develop a care plan or

 Verify current treatment plan in place

 Verify CG is checking pressure points

e Distribute educational materials

* Address all the other nursing triggered referrals
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RND SOP RESPONSIBILITIES

* Determine if a HCP is treating clients skin issue
* Contact HCP for treatment orders if necessary

* Contact client’s family rep if no HCP, if client
refusing treatment or if HCP is not treating
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RND SOP RESPONSIBILITIES(conta)

* Discuss findings with case manager

* Refer to APS, CPS, CRU, health care
provider/resources as appropriate
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RND REQUIRED DOCUMENTATION

Skin assessments are part of the nurse
delegation paperwork and copies should be left
in the client chart and retained in your own
personal nurse delegation files. As a part of the

assessment, the RND will address all the other
referrals if indicated.
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RND REQUIRED DOCUMENTATION

A copy of the documentation must be sent to
the referral case manager for documentation
into the CARE assessment.
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MANDATORY FORMS--SOP

 HCS Referral Form # 13-776

DDA Referral Form #13-911

* Basic Assessment Form #13-784

e Skin Assessment Form # 13-780

* Pressure Injury Assessment # 13-783
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SOP REFERRAL FORM-HCS # 13-776

fm'... i HCS / AAA Nursing Services Referral
Tt
T REFERRED 10 RN PROVIDER | AGENGY | DELEGATOR- 7. DSHS OFFICE
NAME TELEPHONE NUMBER
[0 HCcs [ AAA
FAX NUMBER EMAIL ADDRESS DATE OF REFERRAL
3. CLIENT NAME [LAST. FIRST. WI)
DATE OF EIRTH ‘ TELEFHONE NUMBER ‘ FROVIDER 1 NUMBER | ACESNUMBER
7 CLIENT ADDRESS Ty STATE 2P CODE
5. CAREGIVER NAME (LAST, FIRST, MI} . AGENCY NAME (IF AGENCY CAREGIVER) TELEPHONE NUMBER
7. CONTACT NAME (IF DIFFERENT THAN CAREGIVER] TELEPHONE NUMBER
8. CONTACT RELATIONSHIP T0 CLIENT ‘ 0. GUARDIAN NAME (IF ANY) TELEPHONE NUMBER
10. Referral Request
10. Requested Activity (check all that apply) 11. Activity Frequency (daysiweek times per week /
month / year)
[ Nursing Assessment/Reassessment (visit) Frequency Duration of Activity:
[ Instruction to client and/or Providers (visit) Frequency Duration of Acfivity.
[ Care and health resource coordination (with visit) Frequency Duration of Acivity:
[] Care and health resource coordination (without visit) Frequency Duration of Acivity:
[] Evaluation of health related elements of assessment Frequency Duration of Acivity:
or service plan (without visit)
[ skin Observation Protocol (with visit) Frequency Duration of Activity
[ Skin Observation Protocol (without visit) Frequency Duration of Acfivity:
12, CARE Tri d Referrals Reason for Request (Check all that appl
[ Unstable/potentially unstable diagnosis [ Curent or potential skin problem (not SOP)
[ Medication regimen affecting plan of care [ Skin Observation Protocol
[ Nutritional status affecting pian of care [0 Other reason
Immobility issues affecting plan of care
13. Special Instructions
[ Requesting visit be made with case manager [0 Request visit with Caregiver
[ Consutt with case manager before contacting client [0 Caregiver Training Requested
of caregiver O Required for language
[ Additional Comments:
T4, SWICASE ] MANAGER E-MAIL ADDRESS FAX NUMBER
SW / CASE | MANAGER TELEPHONE NUMBER DATE
IMPORTANT: Please be sure to Fax current CARE Assessment, Service Summary and Release of Information
form if the nursing resource does not have
access to CARE.
Ci ion of Receipt and Acceptance of referral by Nursing Services Provider
[0 Referal received Date Received [0 Additional Comments:
[ Referal accepted
[0 Refemal not accepted Reason:
[ Nurse Assigned:
Telephone Number:
NURSING SERVICES REFERRAL

DSHS 13-776 (REV. 06/2017)
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SOP REFERRAL FORM—DDA # 13-911

ﬁm- S DEVELOPMENTAL DISABILITIES ADMIKISTRATION (DDA}

B DDA Nursing Service Referral

mﬂmm—'—nmmu DETE CF REFERFAL
. Al Tl

DATE OF BIRTH ‘ ADEA NUMBER AUTHORIZATION NUMBER PROVIDER ONE NUMBER

CLIENT DIAGNOSIS

ATTACHED

[ CARE /DDA Assessment [ ISP [ Service Summary  [J Release of Information
4. CLIEMT PHYSICAL ADDRESS CITY STATE  ZIPCODE
5 CAREGINVER MAME (LAST, FIRST, MI) & AGENCY MAME (IF AGENCY CAREGINVER) TELEFHOKE NUMBER
7. COMTACT MAME (IF DIFFERENT THAN CAREGNER) TELEFHCHE NUMBER
2. COMTACT RELATIONSHIP TC CLIENT ‘ 8. GUARDIAN NAME (IF ANY} TELEPHOME NUMBER

Referral Request
10. Requested Activity (check all that apply) 11. Activity Frequency (days / week times per week / month |
year)
O Mursing Assessment ! Reassessment (visit) Frequency Duration of Activity:
O instruction to client and/or Providers (visit) Frequency Durafion of Activity:
[ care and health resource coordination (with visit)  Freq Duration of Activity:
[ Skin Observation Protocol (visit required) Frequency Durafion of Activity:
12. Reason for Request (Check all that apply)
[ Unstable f potentially unstable diagnosi O Curent or potential skin problem (not SOP)
[ Medication regimen affecting plan of care [ Skin Observation Protocol
[ Mutritional status affecting plan of care [ Other reason:
) Immobility issues affecting plan of care
13. SPECIAL INSTRUCTION &
O Requesting Number of additional home visits; reason:
O interpreter Required for language
O Addiional Comments:
14. W/ CASE/RESOURCE MANAGER E-MAIL ADDRESS FAX NUMBER
CASE | RESCURCE MANAGER TELEPHOME NUMBER DATE
or 1-300-
IMPORTANT: Please be sure send secure email / fax current CARE Assessment.
Confirmation of Receipt and A of by Nursing Services Provider
[ Referral received Date Received: O Additional Gomments:
O Referal accepted
[ Referral not accepted
[ Murse Assigned:
Telephene NMumber:

D5HS 13-911 (REV. 07/2047)
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REFERRAL FORM - NURSE DELEGATION
#01-212

ﬁﬁr H e ] AGIG AND LOKG-TERM SUPPORT ADMIMISTRATION (AL TSA)
AR ALTSA Nurse Delegation Referral and Communication
e Case |/ Resource Manager's Request

Delogating Nunse™s Fecponse

ﬁr e AR AN LOME-TERL S0 PORT ABMINIETRATION (ALTSA)
ety ALTSA Nurse Delegation Referral and Communication
[ Case ! Resource Manager's Request
Tace | Resouroe Manager's Roguest

PR T T CLEWT'S ALTHCAIZATION MUMBER | 3. Ak PRCWOERONE ID | 4. OATE GF BT
B Hos B sass B ooa
8 other
S OATE OF REFERRAL | A MAETROE OF REFEFRAL

B Emal B Telephone B Fax

—= 24 LM MANE 25 TELEPHORKE MUMEER | 26 FAX MOWBER

B TELEMHONE MUMBER

TOC

FERCETE) 25 M PROVIDEROMNE ID | 20 TELEPHORE MUMBER | 30 FAx NUMSER

LD CHM MARE | OF FICE 71 EMAIL ADDHEES iF TELEPHORE MUMBER | 13 FAX MUGMBESR

A1, CLIEMT HAME

32 Murse delegaton has been stated B res B Mo Saair COSMENT DATE

34 Flease st the lasks thal were del egated:

4E. Follow Up nformation

T3 REOLED ATTACRIENTS [IF APPLICASL
B CAREDDW Assessment  @NISPrDDa B s B Service Pan B Release of Indormation

Client Informaticn
TE CLENT HAME TE_TELEPHORE HUMBER
77 ADDRESS =1k ETATE TP CODE
TE_ PROVIDER MAME "5 TELEPHORE NUNBER T0FAR MUWAER

31 CAIENT COMULNICATION
B This chent resds an imepreter B pearmod B Frimany rengusge needed s

2T DAAEM S PER CAME ASEESEMENT

B nurse Delegation was nof imoemented. Flease ndoxe e reason and any ofher aciion taken:

B RND sugoesis ese cther optkons for oare:

33 Flease menbfy the delegesed k(s far this chent.

‘Communioabng with RND

communcate with RMD when changes ooccur in cient condiion, authodzed representafive. financial alig bty or author zaikon

ESOLMCE MANALTER & SIGHATURE DATE

El

I

ADCATIOFAL COMPAERTS

NHUASE DELESATE'S SHEMATURE OATE

Awihorization for payment 1= linked to retunn of this form o CIRM
AL IS MUIESE LRELED 8 1MIN DS FERIEAL AN L/THA LINIC A N Fage 1 of 3
CAZE [MESOUMCE BARAGENS [EEOUES )
DUHLE 01213 IV BTENT)

Awhorzatkon for paymant Iz linked to retumn of thia form fo C/RM
AL 'S MU IESE L LEG 8 1M 10 FERIEAL AML L THAR LINIC A N Fage Z of 3
CAZE MESOUNCE MARAGENS [EEOUES ]
DML D212 IV BTENT)
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BASIC SKIN ASSESSMENT FORM # 13-780

DATE OF SERVICE ﬁm — DATE OF SERVICE
TsA) ! SETEEY AGING AND LONG-TERM SUPPORT. Ta)
meiie . Nursing Services Basic Skin Assessment | & MYE memwie . Nursing Services Basic Skin Assessment | & VE
(Integumentary System — Skin, Hair, Nail) (Integumentary System — Skin, Hair, Nail)
CoENT Ve CETECFERTH ChENTRCES D CLENT FROVDER OVETD ChENT e CaTE CFERTH CENTACES 1D CLENTFROVIDER OIE 1D
REQUEST RELATED ETES) CHEGK ALL THAT APPLY ‘Basic Skin Additional Detail (Check — OFf and Notes)
[ Skin Observation

CONSIDER FISTORY OF
[ Other referral type (descrioe)

* How long has the condition been present? = Any habits, behaviors or hobbies or olher affecting the skin?
Documentation fo be sent back fo By: @ Fax [ Email [ Hard Copy * How often does it occur or recur? = \What medication is ciient taking?
— = * Arether any seasonal variations? = Any know allergies?
Injuries Assessment Section « s there a family history of skin disease? = Include previous and present treatments and their efiectiveness.
Beginning with any injuries, number al i ively, starting with #1, #2, #3, etc. (Skin, Hair and Nails)

Color. [ Pale [J WNL [J Cyanotic [J Jaundice [J Other (describe)
Motes,

@{%% WW Temperature: [ Afebrie [ Warmer than normal (febrile) [ Other (describe):
iy Motes,

Turgor. [ Mormal [ Slow (tenting)
Notes:

Any foul odor: [ Yes [ No

|
O 9 Notes:
g3 =)
Moisturer [ WNL [J Dry [ Diaphoretic [ Other {describe)
Notes:
‘Skin integrity” [J WNL {intact [J See problem list
MNotes:
Moles: [J Present
asymmetry [ Yes [= )

LiLS

a
T b Border [ Regular [J Imegular
'Specify all types below as numbered / designated above: The number, skin issue type and comments. . Color
Examples of possible types of skin issues from CARE include pressure injuries, abrasions, acne / persistent redness, bails, bruises, 4 Diameter
bums, canker sore, diabetic ulcer, dry skin, hives, open lesions, rashes, skin desensitized to pain / pressure, skin folds / perineal rash, B N
i 1 moles, , sun sensitivity, and surg . Please note there are many other skin issues not mentioned MNotes: Referral and follow-up for suspect / abnormal or imegular mole:
here such as imegular skin area such as boggy or mushy skin area, discoloration areas).
H E distributed Hair I Other (d i
Please note: Any current pressure injuries require further detailed fion on Pressure Ulcer and i air ] Even distr 0O Hairloss [ Other (descrine)
form DSHS 13783 Motes
ROVIDE ESSURE. T - - " N
NUMBER SHIN ISSUE TYPE AND LOGATION ADDITIONAL S SECTION. FURTHER PRESSURE INJURY DOCUMENTATION Nails: [J WHL [J Thickened [J Glubbing [J Discolored [] Gther (describe)
REQUIRES FORM DSHS 13-783.) CapRefil: [J <3sec [J >3sec
Notes:
Mon-injury recommendations to CM / CRM (Fer follow-up with HCP. treatment, care planning, or other directions):
DATE TARTE
[ Additional forms / documentation attached
NURSING SERVICES BASIC SKIN ASSESSMENT Page 102 NURSING SERVICES BASIC SKIN ASSESSMENT Page 2 of 2

DSHS 13-780 (REV. 01/2017) DSHS 13-730 (REV. 0172017)
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PRESSURE INJURY FORM # 13-783

DATE GF SERVICE

P e P AGING AND LONG-TERM SUPPORT ADMIMISTRATION (ALTSA)
themes  Pressure Injury Assessment and Documentation [=z=sraracess e
Traraforming fet .F |I'|JLIY N .

Mursing Services Basic Injury Assessment)

Use one form per pressure injury described. RN NAME

Section 1. Client Information (Completed by DSHS or AAA Staff, RN, and/or Contractor)
CLENT MANE DATE OF BIRTH COENT ACESTD COENT PRCVIDER GNE TD

Pressure Injury Description
1. PRESSURE TMIORY MOMEER = LOCATTON DESCRIFTION

From form 13-T80 (pictoriad diagram)

Staging(checkonek: 01 Oz Oz O 4
or (check one of the following):

] Unstagesbie:

] Suspectad deep tiszus injury resson:

4. MEASUREMENT OF WCOUORHD

Lemgth: cm VWidth: cm  Depth (visual estimate): om

T TURNELTHG ONDERRTHING

O Mo O Yes If yes, deseribes O Mo O Yes. If yes, deseriber

| & A WOUND EXUCATE: [ SATURATICH OF DRESSING]
O Mone: (0%) O Minimal: {<25% Saturation of Dressing)
O Moderate: (26-75% Ssturation of Dressing) O Heavy (=75% Saturstion of Dressing)

B

0 serous: (Thin, Watery, Clear) [0 Sanguinenus: (Bloody)
O Purulent: (Thin or Thick, Opaque, Tan/Yellow) [ Serosanguinecus: (Thin Watery, Pale Red/Fink)

T WOUNDBED

O Granulstion [ Slough [ Mecrotic

Comments:

T ODOR

O ne O es. If yes, deseribe:

T PAIN SCALE

norpan Do O D20:0+0506 07 0= 0o O 10 WORST PAIN IMAGINABLE

| 10, SURFCURNDING SEIN

O Ervthema [ Edema [0 Warm [ Indurstion (hard) [ Other:

‘Comrments:

Pressure Injury Documentation, Pages of

F{EGOMMENDKI'IONS FOR HGF' FOLLOW-UP, ADDITICNAL TREATMENT DRGARENEEDGﬁND\'ER F{EGOMMENDED CHAHGESTO
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